Introduction {#sec1-1}
============

Mediastinal masses are commonly encountered in clinical practice. Establishing the diagnosis by histopathology is essential considering the wide range of differential diagnosis and to exclude malignancies.\[[@ref1]\] The commonly encountered anterior mediastinal masses include thymic masses, thyroid masses, teratomas, and lymphoma.\[[@ref2]\] The age of the patient, clinical features, and certain radiological features are helpful in narrowing the differential diagnosis.

Thoracic involvement by *Mycobacterium tuberculosis* is common in endemic areas with varied clinical and radiological manifestations. Tuberculosis (TB) presenting as a mediastinal mass and chylothorax in the absence of lung lesions is very unusual. Here, we report a case of disseminated TB in a young immunocompetent female presenting as a large anterior and middle mediastinal mass along with chylothorax without any pulmonary parenchymal involvement which showed complete resolution with antitubercular treatment (ATT).

Case Report {#sec1-2}
===========

A 19-year-old immunocompetent female presented to us with chief complaints of fever and swelling in the right side of the neck for 1-month duration. The neck swelling was incidentally noted by the patient 1 month ago and gradually increased in size. Fever was low grade, with evening rise and subsided with medication. There was no history of cough, hemoptysis, dyspnea, chest pain, and loss of weight or appetite.

On general physical examination, a 5 cm × 4 cm lump was noted in the right supraclavicular region which was nontender, firm in consistency, and immobile with ill-defined margins. The respiratory system examination showed decreased chest expansion on the right side and a dull note on percussion with absent breath sounds. Rest of the systemic examination was unremarkable. The chest radiograph of the patient showed mediastinal widening and blunting of right costophrenic angle suggestive of a mediastinal mass and right pleural effusion \[[Figure 1a](#F1){ref-type="fig"}\]. Ultrasound examination of the neck showed an enlarged hypoechoic cervical lymph node measuring 4 cm × 3 cm. A contrast-enhanced computed tomography (CT) of the chest was performed which revealed a heterogeneously enhancing anterior and middle mediastinal mass with areas of necrosis within, along with right-sided pleural effusion \[[Figure 2a](#F2){ref-type="fig"}\]. A fine-needle aspiration cytology (FNAC) from the right supraclavicular lymph node and diagnostic pleural fluid aspiration were performed subsequently.

![(a) Chest radiograph of the patient showing a large mediastinal mass and right pleural effusion. (b) Follow-up radiograph after 6 months of antitubercular treatment shows significant reduction in the size of the mediastinal mass with clearing of the right pleural effusion](IJABMR-10-143-g001){#F1}

![(a) Contrast-enhanced computed tomography of the chest showing a large heterogeneously enhancing anterior and middle mediastinal mass with areas of necrosis causing displacement and compression of the superior vena cava along with right pleural effusion, (b and c) contrast-enhanced axial magnetic resonance imaging showing multiple nodular and ring-enhancing lesions scattered in the brain parenchyma suggestive of tuberculomas which resolved following antitubercular treatment](IJABMR-10-143-g002){#F2}

On the day of admission to the hospital, the patient had an episode of generalized tonic--clonic convulsions. CT of the brain showed multiple hypodense brain lesions in the right frontal, temporal, and left parietal lobes. A contrast-enhanced magnetic resonance imaging (MRI) study performed later showed multiple ring-enhancing cerebral and cerebellar lesions, with a few of them showing conglomeration suggestive of tuberculomas \[[Figure 2b](#F2){ref-type="fig"}\]. The aspirated pleural fluid was opaque, exudative, lymphocyte predominant (90%), with elevated adenosine deaminase 46.0 U/L. Pleural fluid cytology was negative for malignant cells. Pleural fluid triglycerides (300 mg/dl) were elevated suggestive of chylothorax. Her Mantoux was positive and read 20 mm. FNAC of the supraclavicular lymph node was suggestive of granulomatous inflammation with possibility of Koch\'s etiology. CT-guided biopsy was done from a mediastinal mass which showed a large area of necrosis and multiple epitheloid cell granulomas suggestive of Koch\'s etiology \[[Figure 3](#F3){ref-type="fig"}\].

![Computed tomography-guided biopsy from the mediastinal mass which showed a large area of necrosis and multiple epithelioid cell granulomas suggestive of Koch\'s etiology](IJABMR-10-143-g003){#F3}

Based on the above findings, the diagnosis of disseminated TB was established. ATT was started as per her body weight (isoniazid -- 300 mg, rifampicin -- 600 mg, ethambutol -- 1200 mg, and pyrazinamide -- 1500 mg) for the initial 2 months as intensive phase followed by isoniazid, rifampicin, and ethambutol as continuation phase. Along with ATT, oral steroids (prednisolone 0.5 mg/kg) and anti-epileptic medication for seizure control were started. After a symptomatic response, she was discharged from the hospital on treatment. A repeat chest radiograph \[[Figure 1b](#F1){ref-type="fig"}\] and MRI scan of the brain \[[Figure 2c](#F2){ref-type="fig"}\] after 6 months showed significant resolution of thoracic and central nervous system (CNS) lesions. However, ATT was continued for a total of 9-month duration in view of disseminated infection.

Discussion {#sec1-3}
==========

India is the country with the highest burden of TB. The World Health Organization TB statistics for India for 2016 gives an estimated incidence figure of 2.79 million cases of TB for India. It is estimated that about 40% of the Indian population is infected with TB bacteria.\[[@ref3]\] *M. tuberculosis* after entering into the respiratory tract disseminates by lymphoheamatogenous route to extrapulmonary organs, and mediastinal and hilar lymph nodes are the first lymphatic tissues to encounter.\[[@ref2]\] Extrapulmonary TB (EPTB) represents an increasing proportion of all cases of TB reaching 20%--40% according to published reports.\[[@ref3]\] The risk factors involved in the development of EPTB include mainly age, female gender, concurrent HIV infection, and comorbidities such as chronic renal disease, diabetes mellitus, or immunosuppression.\[[@ref4]\]

TB can involve the mediastinum in the form of mediastinal lymphadenitis, but presentation with a large mediastinal mass and chylothorax without parenchymal lesion are rather unusual. Mediastinal TB without lung involvement is commonly observed in children\[[@ref5]\] in developing countries where TB is endemic. Such presentation is rarely seen in immunocompetent adults. Our patient is a young immunocompetent female who presented with a large mediastinal mass along with chylothorax without any lung parenchymal lesions and CT-guided biopsy from the mediastinal mass showed a large area of necrosis, multiple epitheloid cell granulomas suggestive of Koch\'s etiology.

TB can rarely cause chylothorax. Obstruction of the thoracic duct by tuberculous lymphadenopathy and subsequent increase in pressure in the surrounding lymphatic system leading to leakage into pleura was the possible explanation for the development of chylothorax.\[[@ref6]\] Our patient might have developed chylothorax by the above mechanism. Rajagopala *et al*.\[[@ref7]\] in their systematic review identified 37 cases of TB chylothorax worldwide and concluded that chylothorax may develop due to TB mediastinal mass or lymphadenopathy compressing the thoracic duct. Chylothorax is a very rare but well-described complication of TB which may also observed in cases without obvious mediastinal lymphadenopathy due to immune reconstruction inflammatory syndrome.\[[@ref7]\]

CNS TB can manifest as meningitis, cerebritis, and tuberculous abscesses or tuberculomas. It occurs in approximately 1% of all patients with TB.\[[@ref8]\] Among these, intracranial tuberculomas are the least common presentation of CNS TB.\[[@ref9]\] They are multiple in only 15%--33% of the cases.\[[@ref10]\] MRI is superior to CT in visualizing the morphological details of tuberculoma, and particularly the tiny brainstem lesions. Our patient had seizures, and MRI brain showed multiple tuberculomas in the right frontal, temporal lobes and left posteroparietal lobe, right cerebellum, and left thalamus, with few of them showing conglomeration suggesting infective etiology of Koch\'s.

An extensive review of the literature showed very few cases of TB presenting as an isolated mediastinal mass without lung involvement. Most of the cases are seen in pediatric and young adult populations.\[[@ref11][@ref12][@ref13][@ref14]\] Our case is unique in the sense that it presented as a mediastinal mass in a young immunocompetent female in association with chylothorax mimicking a lymphoma and also with dissemination to the brain.

Conclusion {#sec1-4}
==========

TB should always be considered as one of the differentials of the mediastinal mass in endemic areas even in immunocompetent individuals. Careful clinical evaluation along with histopathology of the tissue is essential in establishing the final diagnosis as TB can be treated with better outcome compared with other mediastinal masses as seen in our case.

Declaration of patient consent {#sec2-1}
------------------------------

The authors certify that they have obtained all appropriate patient consent forms. In the form the patient(s) has/have given his/her/their consent for his/her/their images and other clinical information to be reported in the journal. The patients understand that their names and initials will not be published and due efforts will be made to conceal their identity, but anonymity cannot be guaranteed.

Financial support and sponsorship {#sec2-2}
---------------------------------

Nil.

Conflicts of interest {#sec2-3}
---------------------

There are no conflicts of interest.
